(OR 1.13 per 10,000 visit increase, 95% CI 1.08-1.18) and decreased annual total visit volume by children (OR 0.79 per 10,000 visit increase, 95% CI 0.70-0.89); TMreceiving EDs were less likely to be academic (OR 0.27,, less likely to be freestanding (OR 0.55,, and likelihood of TM receipt varied by region (with Northeast as reference: Midwest OR 0.71, South OR 0.69, and West OR 0.98,). In multivariable analysis, characteristics associated with TM-providing EDs were higher annual total visit volume by adults (OR 1.08 per 10,000 visit increase, 95% CI 1.01-1.15) and by children (OR 1.13 per 10,000 visit increase, 95% CI 1.00-1.27); TM-providing EDs were more likely to be academic (OR 2.83 95% CI 1.62-4.93), less likely to be freestanding (OR 0.22 95% CI 0.09-0.52), and varied by region (with Northeast as reference: Midwest OR 1.66, 95% CI 1.00-2.75; South OR 1.61, 95% CI 0.98-2.64; and West OR 1.46, 95% CI 0.84-2.55).
Study Objectives: Residency programs struggle to provide meaningful milestonebased data that demonstrates measurable outcomes. Some programs have adopted clinical dashboards to display metrics, such as door-to-provider time, but often there is no explanation of how the resident should use the information to understand their performance. To the best of our knowledge, this is the first study to investigate the use of a resident clinical dashboard to integrate metrics and milestone assessments into ACGME mandated semi-annual evaluations.
We hypothesized that our intervention would significantly improve resident and faculty satisfaction with the feedback provided and discussed during semi-annual evaluations.
Methods: 62 EM residents from a single institution participated in this single blinded randomized controlled study. All residents were provided their own Dashboard via email with viewing instructions. The intervention group additionally received targeted feedback from faculty during their semi-annual evaluations using Key Performance Indicators (KPIs) from the Dashboard based on a synthesis of ACGME milestones, reportable quality metrics, and data registries such as the ACEP Clinical Emergency Data Registry. The control group received standard feedback from end-of shift evaluations and end-of-rotation evaluations only. Impact was determined via satisfaction forms. Data analysis followed intention-to-treat principles and included univariate statistics characterizing the data using both Wilcoxon-Mann-Whitney U and Kruskal-Wallis tests.
Results: 51 out of 62 residents (82%) completed satisfaction forms. Residents randomized to the intervention arm (n¼28) who received targeted feedback using KPIs from the clinical dashboard felt significantly more strongly that their feedback was based on objective data (p¼0.001); they were better able to identify their strengths when working clinically (p¼0.05); and were overall more satisfied with the clinical feedback that they received (p¼0.04). We found no significant differences in resident satisfaction when comparing the PGY years across all responses. Six faculty members also completed satisfaction forms for all 62 resident semi-annual encounters. For the encounters using the clinical dashboard, the faculty felt significantly more satisfied about the quantity of feedback given (p¼0.0001); quality of feedback given (p¼0.0003); that their feedback was based on objective data (p¼0.0001); that they were able to identify the residents' strengths (p¼0.0001) and weaknesses (p¼0.0001); and were overall more satisfied with the clinical feedback that they were able to provide (p¼0.0001).
Conclusions: Using a clinical dashboard to provide objective feedback during semiannual evaluations appears to be more well-received by both residents and faculty compared to standard feedback, such as end-of-shift or end-of-rotation evaluations. Study Objectives: Emergency physicians are uniquely positioned to deliver interventions after management of non-fatal opioid overdose, but little is known about how to most effectively engage patients to improve morbidity and mortality in this vulnerable, high risk population. We sought to develop, refine and pilot a tailored, multi-step intervention for out-of-treatment ED patients after acute opioid overdose that will be acceptable to patients, increase engagement in treatment for opioid use disorder, and improve knowledge of overdose prevention strategies.
Methods: Using a sequential exploratory mixed-methods design, perceived treatment needs and attitudes of out-of-treatment emergency department patients after acute opioid overdose were collected by conducting real-time qualitative interviews with a focus on identifying: (1) facilitators and barriers to accessing treatment for substance use disorders (SUDs) and (2) acceptability of overdose prevention education and naloxone distribution. A purposive sample of 24 adult opioid overdose survivors receiving ED care was identified through screening or staff referral. Included patients were not suicidal, not currently in treatment for a substance use disorder (SUD), and provided consent. Participants were asked about age, race, lifetime number of opioid overdoses, and assessed for opioid dependence using the DSM-IV (MINI-SCID). Interviews were audio-recorded, transcribed verbatim and independently coded using thematic analysis. An interview guide with the domains of overdose knowledge, drug use and treatment history, and perceived needs was used. A codebook was generated using open and axial coding and constant comparison, and data were collected and analyzed iteratively. We identified common patterns across the dataset and grouped them into themes. An audit trail was maintained. Participant incentive was provided. A multi-component intervention for ED patients after acute opioid overdose was created to increase engagement in treatment for OUD and the adoption of overdose prevention and harm reduction strategies. Interview data has been incorporated into our manualized motivational interview based psychosocial intervention, which includes components of overdose prevention education, naloxone distribution, harm reduction, and an offer for the ED initiation of buprenorphine and linkage to treatment. Iterative pilot testing of our multi-component intervention is currently underway.
Results: Participants were an average of 31 years old (range: 22-56), 83% white, 12% black, opioid dependent (83% MINI-SCID+), 67% male, with a median of 2 lifetime opioid overdoses (interquartile range from 2-3; range: 1-11). All reported heroin use preceding most recent overdose. Emergent themes include (1) limited knowledge of overdose prevention strategies, moderate knowledge of overdose response strategies and excellent knowledge of overdose recognition; (2) SUD minimization despite multiple overdoses; (3) ambivalence about SUD treatment effectiveness, with a stated need for social support (eg, housing, mental health); (4) a strong desire to stop opioid use, without concrete strategy as SUD treatment referrals were often refused.
Conclusions: Understanding opioid overdose survivors' knowledge and perceived needs can provide opportunities to improve ED care and referrals for this vulnerable population at high risk for fatal overdose.
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